Study objective-To examine the hypothesis of sustained and persistent inequalities in health between British regions and to ask how far they are a consequence of using standardised mortality ratios as the tool of measurement. Design, setting and participants-Data are regional, age specific death rates at seven points in time from 1931 to 1987-89 for the British regions, reconstructed to make them comparable with the 1981 regional definitions. Log variance is used to measure inequality; regional rankings are also used. Measurements and main results-There has been a substantial convergence in age specific death rates between regions in younger but not in older age groups. In younger age groups the historic north/south gradient has disappeared; it persists in older groups. Conclusions-Use of standardised mortality ratios obscures differences in the convergence rates of age specific death rates between regions. Simple conclusions about the persistence of a north/south divide are not justified. Different processes of change seem to be at work in different age groups.
The existence of inter-regional variations in decennial data has confirmed the continuation of the familiar regional gradient in mortality from high in the North and West to low in the South and East for both males and females. For both men and women regional standardised mortality rates showed almost idcntical rates of fall between 1959 and 1983 with few and minor cross-overs between regions. Analysis by cause of death since 1920 showed, with few exceptions, "the same broad geographical pattern". In 1987 Gordon and Sutherland"' reported the disappearance of north/ south differentials in post-neonatal mortality.
Botting and Macfarlane,( however, as part of the OPCS review,8 showed a continuation of the "clear geographic gradient in neonatal mortalitv rates" and noted that health districts with exceptionally high infant mortality rates tended to have above average proportions of mothers born in the New Commonwealth and Pakistan.
Almost all discussion of changing regional rates and inequalities, including the authoritative OPCS report, has been based on infant mortality, or standardised mortality rates, or both. This latter device is useful in facilitating the summary of much data in a single figure and in eliminating one biological factor, age, in order that a socioeconomic pattern can be more sharply revealed. However, it has two great disadvantages. Firstly, if it uses the 1 5-64 years age range, as did the Black report, it ignores the great majority of deaths. Secondly, even if it takes the whole age range, as the OPCS study did, the conflation of the mortality experience of different age groups into one number means that it is no longer possible to study differences between age groups. Since deaths at different ages have different causes, the aggregation of the experience of separate age groups into a single figure means that the influence of different causes at different ages will be merged and their particular impact obscured. We therefore need to identify sets of causes consistent with a falling variance in younger adults, very low variance and changed rankings in childhood and adolescence, and wide or increasing variance in late middle age and early old age.
TIMING AND SCALE OF INTER-REGIONAL VARIATION
Trends in age specific death rates for selected regions are given in figure 3. For brevity and diagrammatic clarity we have restricted this illustration to selected age groups, to males (for whom variance has been greater), and to the extreme regions (Scotland and the north of England compared with the south-east and south-west) and one midlands region. Where females or other age groups or regions show contrary findings, we note them in the text. Infant mortality fell very sharply over this period, particularly in the early years, and this fall was paralleled by increasing equality. By 1987-89 there was no longer any consistent difference between the death rates of the extreme regionssometimes those in the north had the lowest rate. This applied to both sexes. Equally dramatic falls and similar convergence took place in the 1-4 and 5-14 years age groups. Rates for both sexes showed almost identical patterns, although female rates were consistently and substantially lower. One important exception begins to appear in the 5-14 years male group, namely the tendency for Scotland to have slightly higher rates than the remaining regions. The divergence is accentuated with age.
Death rates fell so much over the 1931-89 period, that by the 1980s they were so low that both rates and regional rankings were subject to marked annual variations hence our decision to base final outcomes on three years of data rather than on a single year. The situation is illustrated in table II which ranks regions according to their annual death rates. Regions are listed in the order of their 1931 infant mortality rate, the north of England having the highest rate (1Oth rank) and the south west the lowest (first rank). The 1931 gradient was maintained unchanged across the earlier part of the period. By 1971 some shifts in ranking were beginning to appear. Further shifts occurred between 1971 and 1987-89. The last column of table II gives regional rankings for 1987-89, obtained by taking an average rank across the three childhood age groups. East Anglia and the south west consistently show the lowest rates followed by the south east and Wales, the latter having risen from a lower than average position. Then come Scotland and the north, previously at the bottom of the rankings. The east midlands, previously in third position has dropped to seventh and the bottom three places are occupied by Yorkshire and Humberside, the west midlands, and north west England.
One hypothesis consistent with these changes is that they may partly reflect the high death rates at these ages of immigrant and ethnic minority populations. Each of these four lowest ranking regions contain a sizeable immigrant population'2 and we note that death rates at these ages are relatively high in cities and areas of high Rax'nmon,d Illslev, _Jodian Le Gi-cid settlement. 13 There are comparatively few immigrants or ethnic minorities in the regions which have improved their rankings (Scotland, the north, and Wales) or have maintained their already high position (East Anglia and the south west). The impact ofthis factor would be obscured in the south east where immigrants are numerous but nevertheless a small proportion of the total population. If this hypothesis proves to be correct, it would mean that the previous geographical inequality based on differences in regional living standards has disappeared and been replaced by ethnic inequality, again based on differences in living standards or possibly on less effective use of health services. Throughout the whole period regional inequality measured by log variance (table I and fig 1) and by age specific rates (fig 3) fell continuously in young adults (15- 17 It was partly for this reason that we turned to the study of regional differences as indicators of the presence of socioeconomic influences, their nature, and their growth or decline. The use of standardised mortality rates for regional comparisons suggested that no narrowing of regional differentials had occurred. The concept of the "health divide" came to include the "north/south divide" alongside the "class gap" as evidence of persisting or increasing inequality in health. The present analysis, in which standardised mortality rates have been replaced by age specific death rates, shows that such a simple conclusion is unjustified. Quite different processes of change have been at work in different age grouns. 
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